Letters to the Editor
Preference is given to letters commenting on contributions published recently in the JRSM. They should not exceed 400 words and should be typed double-spaced.
Biblical ills and remedies Sir, The explanations by Dr Gwilt of biblical ills and remedies (December 1986 JRSM, p 738) fail to consider important historical problems. For example, in his account of 'leprosy', for which he cites Leviticus, Chapters 13 and 14 he deals apparently with the differential diagnosis by the priest of a skin condition. In fact, the priest was to examine in order to determine whether the sufferer was clean or unclean. Ifthe King James translation of Chapters 13, 14 and 15 of Leviticus is considered as a whole, it will be seen that the consideration ofuncleanness, in its various manifestations, seemed to be the primary concern. The confusion with the disease now known as leprosy is due to a most unfortunate translation introduced about 200 BC by the translators of the Septuagint and perpetuated in the Vulgate some 600 years later. The Hebrew word used in the Bible to denote the unclean condition was ts-ara 'ath, a word which is of religious significance, implying the stigma of punishment by God'-'. The disease we know as leprosy (Hansen's disease) was known to the Greeks as elephantiasis because of the bodily deformities, and the term lepra was used by them for a scaly skin condition. The Bible translators, faced with the problem offinding a Greek translation of the Hebrew tsiara 'ath, chose the word lepra.
The skin condition described in Leviticus does not fulfil any of the diagnostic criteria for modern leprosy. And it is ofinterest to note that as late as the Middle Ages in Great Britain, no one presumed to diagnose leprosy on its skin appearance alone. The writ De Leproso Amovendo, already in existence in England before AD 1100, stated 'propter contagionem morbi predicti' to which others had added 'et propter corporis deformitatem'. Before the leper could be removed from the society of men to some solitary place, actual bodily deformity had to be visible4.
How elephantiasis graecorum became known as lepra arabum is another story' and a definitive study of the philology of this must await the publication of critical texts in Arabic and Latin. 'ath was believed to be due to sin against the Lord and consequently invoked major penalties including ritual uncleanness and expulsion from the community. If recovery occurred, ritual cleansing and the offering of four sacrifices were required before acceptance back into society. Because ekphantiasis graecorum became known as lepra, the penalties attached to tsa-ra 'ath and the fear it aroused were transferred to mycobacterial leprosy. For many reasons the Israelites, but especially through fear of committing sin against the Lord (whether committed knowingly, unknowingly or unwittingly), lived in a state of high psychic energy. One of us4'5 has demonstrated that, at least in vulnerable personalities, these psychic disturbances resulted in skin lesions. We believe that Levitical leprosy (tsiira 'ath) was a neurodermatitis. A requisite for cure was psychic calm which could be achieved by age-old means or, in extreme cases, by abreaction. Naaman, not an Israelite, underwent abreaction (II Kings 5). The tsaira 'ath suffered by Uzziah (II Chronicles 26:18-21) and Gehazi (II Kings 5:26-27) was excited by fear of transgression. Miriam's tsiira 'ath (Numbers 12:9-15) was most likely to have been desquamation of the skin after scarlet fever4. She was readmitted to the community after one week without ritual ceremonies.
(2) In spite of Jeremiah (2:22), Job and the other Israelites washed in lye made by the lixiviation of wood ash. Job (9:30) specifically says that Job washed with snow (not soap) and lye. The Hebrew biorfth, translated as soap, means alkali or potash and is derived from b-or which means lye or potash used in smelting. Saponified soap was recorded by Pliny7 as being first used by Germanic tribes in the first century AD.
(3) After the Israelites dallied with the Moabite women (Numbers 25:1-9) they ate a sacramental meal. A food or waterborne infection, such as cholera, is a more credible cause of 24000 deaths in a comparatively short time than sexually transmitted disease (STD). The only STD known to the Israelites was gonorrhea (Leviticus 15:2). A virulent STD which had not appeared before and did not persist afterwards, as suggested by Gwilt, must be imaginary. (4) In Hebrew thinking, cleanness and uncleanness were not concerned with hygiene, wholesome food or health. The purpose of the rules laid down in Chapters 11-15 of Leviticus was to preserve the holiness of God's sanctuary and of his chosen people because the nation's holiness could be destroyed by the people's uncleanness. Some years ago I was asked to see a 37-year-old nurse who had suffered from pain at the elbow and wrist on her dominant side for the previous six years. During this period she had been treated by steroid injections, three to the elbow and two to the carpal tunnel. She had also had both sites treated surgically. None of these seven procedures gave her any benefit. Local physical signs were present in the cervical spine'; these and the pain at both sites vanished on manipulation of her neck, repeated once only. Of course there are similarities in action between acupuncture and manipulation2.
MARGARET LLOYD DAVIES
I would add to Dr Smythies' plea, why do we not teach clinicians routinely to examine the neck in all such cases? The cause of death: blood hyperviscosity? Sir, It is unfortunate that blood hyperviscosity cannot be detected during autopsy. A sudden death, and not only in young adults without any abnormalities of the coronary arteries', can be due to blood hyper-viscosity2'3: An increase in the viscosity of whole blood, or an increase in the rigidity ofred blood cells, or the presence of blood cell aggregates (red cells, platelets, white cells), all can decrease or stop (ifonly intermittently) the flow of blood in the vital arteries and/or in the microcirculation of the critical tissues or critical cells. It should be kept in mind that it is not only the inflow of oxygen and nutrients that is at stake, but also removal of the metabolites. There is some evidence that the latter might be of greater importance than the former'.
During the great Fahraeus-Knisely controversy half a century ago, in which Fahraeus described rouleaux as the main or only mode of cell aggregation, while Knisely was describing sludges of red cells which he observed ante-mortem, Fahraeus won. But both were right and both were wrong. The aggregation of red cells presents a spectrum of morphologies ranging from rouleaux to sludges. While rouleauxobserved in normals, in pregnant women, during infections, etc. -are easily breakable and do not present great danger to the circulation (and might even be an advantage), compact red cell aggregates and sludges feature in heart disease and cancer.
In malignant melanoma an increase in blood viscosity factors is statistically related5 to the proximity of death. In some arteriovenous disorders, including kidney failure or rejection of kidney transplant, an elevation ofblood viscosity factors may present a significant observation prior to the incident6.
The basic premise is clear enough. As long as blood can circulate freely, and perfuse tissue adequately, our bodies have a good chance to combat many imposed disorders. Once the flow of blood in any localized region is stopped or decreased, the tissue will be injured, in some cases irreversibly.
There is a distinct possibility that screening, especially ofpopulation groups at risk, might detect a number of apparently healthy individuals with elevated blood viscosity, or elevated plasma viscosity, or increased rigidity of red cells, or abnormal morphology of cell aggregates, etc. Such findings would alert physicians and help to intercept heart disease or cancer or immunological disorders in their early or silent stages.
Physical fitness and blood rheology are more significant indicators of health or disease than cholesterol or lipids. However, even athletes may show blood viscosity abnormalities which can serve as a warning of impending disaster. Many factors contribute to elevation of blood viscosity and may act in a synergistic manner. Dehydration and infection, fatty meals, environmental cold, depression and anxiety, and the use of drugs, all can contribute to precipitation of a sudden fatal incident.
The medical profession must take a lead in utilizing blood viscosity tests (and the underlying philosophy), not only for the benefit of the patient, but also as a safeguard against any potential legal problems which might eventuate in some countries. A system of tests which can contribute to understanding the aetiology of disease, which can detect some silent disorders, and which can forewarn the possibility ofa serious incident, should not remain dormant. L DINTENFASS Department of Medicine University of Sydney, Australia 'Dry tap' in glue ears Sir, Further to Mr Neame's letter (February JRSM, p 129), I would comment that the incidence of 'dry tap' in my practice has been reduced to zero since I requested the anaesthetists to refrain from using nitrous oxide for the procedure. This gas diffuses aggressively into the middle ear cleft and will displace serous fluid but not mucoid material. The fluid presumably is pushed down the eustachian tube.
A STEEL London Wl
Meigs' syndrome and pseudo-Meigs' syndrome Sir, I was interested in the paper by O'Flanagan et al.
(April JRSM, p 252) because I have long believed that transdiaphragmatic transfer ofperitoneal fluid to the pleural cavity occurs commonly in ascites of any cause. The difference in Meigs' syndrome, with a nonmalignant ovarian tumour, is that the finding of a pleural effusion is clinically surprising. In ascites of more common aetiology, such as hepatic cirrhosis or disseminated malignancy, the coexistence of a pleural effusion is accepted as a further manifestation of the same disease process.
The central portion of the diaphragm is very thin, as can be verified in a fresh autopsy speceimen, and may well be further attenuated by the repeated shock-waves of coughing in the presence of ascites. It is easy to imagine how diffusion of the fluid from the distended abdomen to the subatmospheric pressure zone of the pleural cavity may occur without the necessity for lymphatic 'stomata' or other openings in the diaphragm. I incorporated these views and the evidence on which I based them in a thesis accepted by the University of Aberdeen in 1955 for the degree of MD.
ERIC HARDY Emeritus Consultant Surgeon
Duddon, Tarporley, Cheshire Sociotherapy and psychotherapy in the treatment of personality disorder Sir, Dr Stuart Whiteley's paper (December 1986 JRSM, p 721) will evoke nostalgic memories among former staff members of Warlingham Park Hospital, Surrey, in the 1950s. Under the leadership of its Superintendent, T P Reesone of the first to open all wards in a mental hospital -WPH was a hive of purposeful activity, based on a therapeutic community and group therapy approach. Rees' tried 'to ensure that every patient is a member of at least one group'groups based on common cultural interests such as art or music, on treatment, such as the insulin group, or on the nature of the mental disability, such as the alcoholic or psychopathic (or the psychoneurotic) groups. There were recreational groups and social clubs, a 'good companions club' (arranging entertainments) run by patients', outpatient clubs held in the catchment area (Croydon) for the elderly and other patients. All types of staff (in particular nurses) participated in these multi-and interdisciplinary activities among in-and outpatients and regarded themselves as members of a therapeutic team. Extramural activities held in the community itself were regarded as highly important, 'as in time these will play an ever-increasing role in the organisation of the community mental health service'.2
In all such socio-and psychotherapeutic activities, medical staff were given a free hand to initiate and carry through their own research projects and activities. Most WPH staff spread such concepts in their later surroundings, as seen from publications by men such as B M Mandelbrote, D V Martin (who later as superintendent tried to convert Claybury Hospital into a therapeutic community), A R Sanderson, R D Scott, K F Weeks, J S Whiteley and others. Not forgotten should be the work of other medical colleagues doing outstanding work at WPH in the 1950s, such as William Shepley and Arthur Zanker (the latter among the elderly and in music therapy) and, among other staff, the nurses Stanley Moore2 and Doreen Redmond, both of whom later did pioneering work in the DHSS. But probably all former collaborators feel strongly that the pioneering practical contributions of T P Rees to British psychiatry at a vital time of its development have never been fully appreciated.
M M GLATT Honorary Consultant Psychiatrist Academic Department of Mental Health
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